Most infants born before 36 weeks' gestation have a serum albumin concentration below 30 g/l; this is a concentration which in a child or adult would be classed as hypoalbuminaemia. 1 Most of these infants have varying degrees of oedema too, but there is poor correlation between serum albumin concentration and the amount of oedema, and neither relate well to the presence or absence of respiratory disease. The implication is that hypoalbuminaemia is normal for the preterm infant, perhaps because the low systemic blood pressure (and therefore the capillary hydrostatic pressure) makes a high colloid osmotic pressure unnecessary. A common finding, however, in a preterm infant is not necessarily normal.
This interesting study by Greenough and her colleagues seems to suggest that hypoalbuminaemia of prematurity is abnormal as albumin infusion is associated with a diuresis, weight loss, and possible reduction of oedema. These are the findings one would expect from the infusion of albumin into a child with the nephrotic syndrome. Disappointingly though, the study lacks a control group of infants with respiratory distress who did not receive albumin. This means that the association might be a chance one, with the change in urine output and weight being related to time rather than albumin. Most preterm infants studied at this age would be in the process of losing up to 20% of their birth weight, at least in part via their urine output. Alternatively, the association might be causal, but unrelated to hypoalbuminaemia-albumin infusion might act as a mild diuretic by increasing renal blood flow.
Before neonatalologists reach for the albumin bottle to treat this 'disease', we need to know more. Is it albumin infusion that is responsible for the diuresis? If so, is it temporary and does the fluid soon reaccumulate? More 
Red Cross War Memorial Children's Hospital, Cape Town, with uncomplicated meconium ileus. In three, unsuccessful attempts were made to relieve the obstruction by Gastrografin enemas. After the diagnosis had been confirmed at laparotomy, a 14F T tube catheter with multiple holes cut in both limbs was prepared, each limb being 3 to 4 cm long. The tube was inserted through an enterotomy into the dilated and hypertrophied ileum about 3 cm proximal to the distal narrowed segment, and secured with a double purse string suture. It was immediately irrigated with saline and 5% acetyl cystine or Gastrografin to loosen the compacted distal inspissated pellets and proximal viscid meconium. The T tube was brought out through a stab incision in the right iliac fossa and the enterostomy was secured to the anterior abdominal wall. Starting the day after operation, the T tube was gently irrigated twice daily with a solution of 5% acetyl cystine or diluted Gastrogafin until complete decompression had been achieved. Parenteral nutrition was given until normal bowel function had returned, after which replacement of pancreatic enzymes was introduced orally and milk feeds were started. The T tube was removed 18-21 days after the operation.
Results
All patients survived without morbidity ( 
